The author makes reference to a carbamazepinediltiazem interaction but it should be noted that this is a kinetic interaction, increasing the blood levels of carbamazepine and sometimes giving rise to the known side effects of this drug. There is no evidence of a pharmacodynamic interaction.
This evening was distinctive for the eminence of its speakers, but also for the lack of any apparent fundamental dispute between them. As on a previous occasion in this series of meetings (17 November 1986 , reported in JRSM, 1987 81:654-6) the speakers were to some extent chosen to represent different views on the Health Service, but in practice the areas of agreement seemed to be far greater than those of dissent.
Mr Enoch Powell was Minister of Health from 1961 to 1963: he spoke in genial mood, and his habitual, finely modulated cadences and periods gave an almost elegaic note to his reminiscences. He opened with the point that his experiences as minister are now those of a past era and that, having at that time published a book (Medicine and Politics, Pitman Medical) on health provision, he has since found difficulty in departing from the views therein expressed. He went on to remark that at that distant time it seemed unlikely that the method for delivering health care would change much. The 1948 nationalization of responsibility for this care had been only one of several theoretically possible methods: however medicine in Britain had long been socially orientated, the hospitals having begun as charitable foundations, and the alternative channels for provision were 'thoroughly dug up' in 1948. There were, in any case, manifest attractions in the centralization of authority then producedin having, in effect, one visible physical individual, one 'gaffer' responsible for health care through Parliament. In turn, Parliamentary responsibility had ensured that all could be aired in central discussions. For example, when he became Minister and found that the civil servants in his department knew little about what each of the 145 individual Health Authorities in the UK were actually doing, he made it his business to visit every authority himself over a period of about 18 months in order to find out.
These visits helped to modify his views. Before 1960 he had been in favour of greater decentralization, but he found that in practice he could not do without the Regional Authorities as semi-centralized bodies between himself and the local committees. Early in his programme he set up monthly meetings with the Chairman of the Regional Authorities, and found these meetings crucial to the understanding and implementation of his plans at more local levels. These locally elected Authorities acted as independent centres for direction, but also as his main channel for ministerial communication. He remarked that 'cooperation, to civil servants, means issuing circulars', but that in practice co-operation was not achieved by this means but by appealing to the motivation of individuals concerned with the actual delivery of services. The politician and the doctor, he said, are like two apparently related but actually very different animalslike the whale and the elephant: politicians are essentially laymen whose careers are based on the assumption that they will achieve their goals through others; whereas the doctors, as professionals, take on individual responsibility and do not expect to share it.
He concluded by saying that the totality of health care is constantly changing. Beveridge attempted a summing up, but every year since then the total has altered because the components have altered. He stressed that finance does not determine what is happening but, rather, follows it: changes are the result of a deeper expression from within society. However these changes are most commonly expressed in financial terms because they have to be so expressed by Parliament and, as he said, the responsibility for what is happening in the Health Service throughout the country is ultimately 'earthed' in Parliament.
The next speaker, John Dunwoodie, is a GP, former Parliamentary Under Secretary to the DHSS and currently Chairman of the Bloomsbury District Health Authority. He continued the theme of finance, beginning by saying that the basic concept of the NHSthat it should be universally available, free at the time of use and financed from taxationhad changed little in comparison with the changes that have taken place in the last 40 years in other institutions and in society in general. We have become 0141-0768/88/ 050297-03/$02.00/0 © 1988 The Royal Society of Medicine more sophisticated, standards of education are higher and so are expectations. We have seen a technological explosion in medicine; mortality has been massively reduced and life expectation extended. In 1948 geriatrics as a specialty did not even exist, but today many more people are surviving illnesses in middle and later life to live on into extreme old age, and are thus costing the Health Service much more. Arguably, said Dr Dunwoodie, in the different world of today we need a different NHS from that structured 40 years ago. All the new forms of disease management that had come in, particularly since the 1960s, may mean that we should abandon some other areas of care, since 'we can't do everything for everyone all the time'. Even though the low proportion of national resources currently spent on the NHS was, in his view, a disgrace, he saw the need, he said, to determine priorities.
He mentioned as a first priority the urgent need to pay better rates to all those within the Health Service, including ancillary staff who are currently expected to work for a pittance. He then addressed himself to a more radical idea: should the taxation income which supports the NHS, he wondered, be primarily devoted to those areas of care which an individual could not reasonably be expected to predict, other areas to be relinquished to more planned self-provision than has been required to date? For example, you cannot be expected to predict that your kidneys may fail, it would be quite wrong to require the unfortunate small minority to whom this happens to pay for their own dialysis. But we may all reasonably expect to need glasses if we live into old age, and one could make out a good case for taking ophthalmic care, and other forms of routine care for the elderly, out of the NHS, expecting people to make their own advance provision for this.
In conclusion, he added that the British record of primary care following the 1948 Act compared favourably with that in any other part of the world but that did not mean its method of financing is sacrosanct. Nothing, he said, is sacrosanct, and on this subject we should get rid of doctrinaire thinking on both the left and the right.
The third speaker, Brian Abel-Smith, Professor of Social Administration at the London School of Economics and one-time adviser to successive Labour Ministers of Health, said that we should see our own Health Service in an international context. It had been a disaster that we, unlike other European countries, failed to refit our hospitals before economic crisis hit us in the early 1970s. We had also failed to perceive that the private sector might house patients, or envisage that the private sector might even build hospitals exclusively for NHS patients. We have continued to think of private medicine as affecting only 2 or 3% ofthe population, but today in some parts of the UK the private sector reaches as many as 20%, and at this level it is a divisive force. If, said Professor Abel-Smith, the NHS had done its job better over the years, then private medicine would have 'withered away' -as it had indeed done in Denmark. As it was, he said, we had very uneven standards of private health care: some of the best in the world and also some ofthe worst. He added that there was in general an inadequate system of checks. Doctors had last been looked at -in depth 20 years ago and there had been no follow up. London and other major cities had been identified as problem areas by the early 1970s, but one still found there elderly, sole GPs, some uncontactable out of surgery hours, some with appalling premises. Yet the British Government had endorsed the World Health Organisation's concept of Primary Health Care as the main key to their goal of 'health for all by the year 2000'.
Pursuing this theme, he went on to say that the links between the Health Service and the Social Services were far too fragile, although such links are crucial in our present policy of rapid discharge from hospital. In 1976 there had been great hopes of forward planning in this area; however, chronic limitation of cash had meant that the plans were hampered or not even formulated. The Black Report had reviewed the current situation rather than discovering anything new. It was largely ignored in Britain, although in other countries it had been a best seller and had helped to affect and forward plans in Sweden, Finland and Holland.
Professor Abel-Smith went on to criticise the present state of Community Health Care as it affects the individual. The service, he said, is not consumerresponsive. All too often the patient (=customer) was not made to feel welcome, and clinics would be run not for the convenience of the customers but for that of the consultant or the head nurse.
In conclusion he said that, though the original purpose of the National Health Act had been to improve health, the wider preventive aspects of medicine had been largely neglected. The Community Physician scheme had not worked well and generally the NHS curbed the powers which the Medical Offlcers of Health ought to have. We have not, in his view, really got to grips with the need to combat the social ills that attack health such as drug and alcohol abuse: it was as if we had not taken the World Health Organisation's aim seriously. [Professor Abel-Smith is himself an adviser to the WHO -Reporter's Note.] When the meeting was thrown open to questions from the floor a well-informed debate ensued. It touched on such topics as whether the Community Physician scheme works better in Northern Ireland (it doesn't), and what would be the best method of reorganizing basic health care (we should bring it under the same umbrella as the rest of care, with the same budget, but avoid making wholesale changes without trying methods out first). It was asked whether the quality of any health service is a direct function of the prosperity of that particular country. In answer, Professor Abel-Smith instanced Costa Rica as an example of a country with a low GNP which nevertheless appears to achieve remarkable value for money, but there was dissent on the platform as to whether the GNP is a useful way of assessing a country's real wealth anyway. In any case the success or otherwise of a health service may have less to do with prosperity than with a country's self-image and aspirations. Dr Dunwoodie said that part of the success of planning lay in using professional skills properlythat here in Britain we still had too much of GPs doing things that could well be done by nurses, health visitors or other; however Enoch Powell was of the opinion that 'a modicum of drudgery is an inevitable and necessary part of all occupations'.
Further to the point about any health service being a reflection of the society it serves, it was asked if, on that basis, the care available in, say, Sheffileld, would ever be equal to that of Surrey? It was agreed there were difficulties there, and indeed differences of opinion over what was an 'ideal hospital'. A speaker from the floor contributed the point that problems over this in the USA had led to the recognition of the need for a more balanced national standard which in turn had led to greater central government interventions. Mr Powell stressed again the need for responsible channels of authority at regional level, and said that the auguries for this are not good at a time when we are becoming more and more of a unitary state with local government shrivelling. He went on to speak feelingly of the current 'almost mortal hostility' between central and local government.
Dr Dunwoodie reverted to the need to alter NHS structure to take note of the problems it is currently facingan aging population, more and more hi-tech possibilities, and the difficulty of persuading people to work in unpopular parts ofthe Service. An opaque question from the floor suggested that the NHS should give 'priority to life', but Professor Abel-Smith managed to deflect this irrelevancy into the topic of quality of life; he stressed again the inevitability of considering priorities and the lack of simplistic answers to this problem.
Mr Powell said that decisions on such matters were, in practice, often taken by individuals. When he had been Minister of Health he had, on one occasion, personally committed £4 million ofthe health budget to the area ofmental abnormality. He had neverregretted this decision: he had felt a special responsibility to the mentally handicapped because they had absolutely no political influence for themselves.
The question offunds in themselves was raised, and it was reiterated that there must always be limits to spending, however generous the budget. Professor Abel-Smith did say, however, than an extra 1% of spending on the NHS would bring us into line with other comparable countries and make a substantial difference to the service.
In conclusion, it was agreed by all on the platform that the originators ofthe NHS had been quite wrong in their assumption that the cost and shape of the service could be determined by the demands made upon it; if anything, the causality works the other way round. Any Health Service is autonomous; it is not, for instance, affected by an increase or decrease in road traffic accidents. If it were, then the Minister for Transport might reasonably ask for a grant from the Health budget to improve the roads! In summing up, the Chairman, Ian Kennedy (Professor of Medical Law and Ethics, Kings College London) said that there was some inevitable pessimism in reviewing what might have been done and what has not been. We are left, he said, with the sense that our society in general has not yet understood the task that confronts it in running an efficient Health Service in the present day.
